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1. Project Background

The PHR and PHRpl us projects have been providing Technicad Assstance to the MOH and the
Government of Jordan, since March 1998. The PHRplus project formaly began with the
acceptance, in May 2001, of the Jordan Country Assistance Plan (CAP), by the USAID Jordan
Mission. Year 4 budgetary alocations for the PHRplus project amount to $1.5 million.  Thisis
the total amount alocated across al project activities. As designed, the project focus on three
major aress.

Health | nsurance Technical Assistance (Health Insurance Pilot Project, HIPP): The
focus of PHRplusin this area of technical assstance isto strengthen the contracting
grategies of the Civil Insurance Program (CIP). Thiswill enablethe CIPto act asan
effective purchasing agent for CIP beneficiaries. Theinitid focus of the contracting isin
the area of maternad hedth services, specificaly ddivery including pre and postnata

care. By defining a service bundle that includes essentid pre and posinatal services with
inpatient ddliveries, the CIP program assures both continuity of care and compliance with
contract requirement. Because both pre and postnata care will be included in the service
bundle essential maternd hedlth service will be ddlivered by the contracted providers and
monitored by the CIP, as a condition of the contract. In section 3 of this document, we
discuss the accomplishment thus far under the HIPP, and the Assessment Team's

proposa for expanding PHRplus hedth insurance TA, within the framework of the new
Mission Strategy for 2004-2009.

Hospital Decentralization Technical Assistance: The overdl objectives of the hospitd
decentraization activity are to improve the operating efficiency of MOH hospitds. The
governance of MOH hospitalsis highly centrdized. All sgnificant managerid,

budgetary, and procurement matters are ultimately determined by senior-level executives
a the MOH headquartersin Amman. This has created a syslem in which the needs of
hospitals and their patients frequently conflict with the policies of the centra ministry.

As aresult, PHRplus has continued its decentrdization efforts at Princess Rayaand Al
Karak, and have expanded these efforts to include two additiond indtitutions, Al Nadeem
and Jerash hospitals. In section 4 of this document, we discuss the accomplishments thus
far under the PHRplus hospital decentrdization effort, and the Assessment Team’'s
proposal for expanding this activity, within the framework of the new Misson Strategy

for 2004-20009.

National Health Accounts (NHA) Technical Assistance: Thefocusof PHRplus TA in
the area of Nationad Health Accounts has been the inditutiondization of the effort within
the MOH. In addition, PHRplus has been insrumenta in asssting the MOH in its deta
gathering efforts and in the production of its recent 2000 and 2001 estimates. In section 5
of this document, we discuss the accomplishment thus far under the PHRplus NHA

effort, and the Assessment Team's proposd for this activity, within the framework of the
New Mission Strategy.
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2. Background and Objectives of PHRplus
Assessment

In 2003, USAID/Jordan developed a new assistance strategy for Jordan, which redefined the
mission’s srategic objectives for the period 2004-2008. This Strategy was devel oped and agreed
to asaresult of a process outlined below:

Feb 2003: Team evauates USAID Jordan’s population and hedlth programs,

Aug 2003: USAID Jordan concept paper produced, “ Gateway to the Future’,

Oct 2003: USAID, MOH and other sectors develop a* Strategic Framework” for Jordan,
Oct 2003: Two-day workshop to devel op gpproaches to the Strategic Framework,
Nov-Dec 2003: Complete Strategy is developed for Jordan (“I mproved Health Status
for All Jordanians”),

Jan-Sep 2004: Fird year of implementing new drategy

USAID/Jordan requested a PHRpl us team to travel to Jordan to assess how its current program
might be amended in light of the Mission’s new Strategy. The team was asked to meet with
gtakeholders in the Ministry of Health and with other representatives of the hedlth sector to
asess Whether to retain, modify or eiminate aspects of the current PHRplus Country Activity
Plan; and, to recommend additiona new activities that would help the Jordan hedlth sector move
rapidly toward achieving the goals outlined in the new drategic framework.

The assessment team focused on SR 2 *“Improved Health Sector Policies and Public Hedth
Systems,” which includes 9 approaches (see attached Strategic Framework and Nine Approaches
for SR2, Appendix 1). All PHRplus past, current and recommended new activities fal within SR
2. Beow we highlight nine the gpproaches to SR2, and PHRplus' contributions in each area:

Promote partner ships between sectors

v PHRplus Hedth Insurance Pilot Project (HIPP)
Human resour ce development

v Formd training of MOH and other personnel

v Extensive onthe-job training of MOH personnel

v The development of job descriptions for hospital-based personnel
Upgrade performance sandards

v Obstetric and Newborn clinica practice guiddines (HIPP)

v Promotion of policy dialogue on hospital accreditation
Rationalization of primary, secondary and tertiary health care

v PHRplus hospitd decentrdization activity
Health insurancereform

v Improving private sector contractual procedures of MOH, (HIPP)
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I nstitute effective cost-containment strategies

v Inditutiondize Nationd Hedth Accounts (NHA)

v" Provide technica support to Health Economics Directorate

v' Conducted graduate level course in Hedlth Care Economics
Quality data-gathering, dissemination and use

v PC-based Hedth Information System for HIPP

v Ongoing surveys, focus groups, and data compilation
Enact/revise legidation to promoteimproved health status

v No PHRplus activitiesin this areg, thus far
Encour age community participation

v The designing and nomination of "Boards of Directors' at Al Karak and Princess

Raya hospitals

PHRplus proposed an Assessment Team conssting of the following individuas

Nancy Pidlemeier, DrPH, PHRplus Project Director and Team Leader — hedlth policy and
planning

Dwayne Banks, PhD, PHRplus Chief of Party in Jordan, Team Member — hedlth
financing and economics

Alan Fairbank, PhD, PHRplus Senior Technicd Advisor, Team Member — hedth
economics and hedlth insurance

Lonna Milburn, PhD, PHRplus Senior Technica Advisor, Team Member — hedth
services and management

The Assessment Teams' scope of work is attached as Appendix 2.

The Team arrived in country on 14 February 2004 and departed on 24 February 2004.
Unfortunately, Dr. Fairbank wasill and unable to travel to Jordan at the last minute, so the
assessment was completed by the other team members.

Prior to the externa team members arrival, the PHRplus/Jordan staff briefed policy-makerson
the objectives of the visit and set up a schedule of interviews, aswell as a pand discussion
meeting of MOH stakeholders. The schedule of interviews conducted by the assessment team, as
well asthe agendaand list of attendees at the panel discussion held on 19 February 2004, are
attached (Appendix C). Theteam also visted Al Karak hospital and was briefed on the ongoing
joint MOH-PHRplus hospitd decentrdization activity.

General Conclusions of the Assessment Team

The team observed the mounting pressures on the hedlth sector in Jordan, resulting from the
following forces, anong others.

Increased politica pressures for expanding access to the estimated 40 percent of the
population that is uninsured (roughly 1.9 million persons),
Increased expectations of the population, with respect to access to hedlth care services
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Ever expanding opportunities for hedth care professonas within and outside of Jordan,
due to an expanding private sector market place, and significant opportunities abroad
(most notably in the Gulf dates),

The growth of the hedlth care market, especidly in the hospita sector,

The mounting costs of hedlth care inputs (e.g., pharmaceuticals, diagnostic and
thergpeutic devices),

The increased burden of chronic diseases, due to the aging of the population.

Asaresult of these forces, severd centrd themes emerged from the stakeholder discussions,
which form the badis of thisreport. The themes that fit within the capabilities of PHRplus
indude Hedlth Insurance Reform, Hospital Decentrdization, Hospital Accreditation, Nationd
Hedlth Accounts, and Cost Containment Strategies.

The Team aso observed the need for a new underlying concept for capacity building in the
Jordanian health sector. The Assessment Team concluded that a great deal of capacity has been
built in hedth systems, finance, management and economics over the course of the past 6 years,
asaresult of many inputs, including those of the PHR and PHRplus projects. This incressed
capacity has contributed to the new awareness of the need for intervention into the hedlth care
system, as described above. It was a0 clear to the Assessment Team that Jordanian
stakeholders are more eager than ever to build local capacity to address the chalenges of the
health system on an ongoing basis. In order to build sustained capacity of Jordanian hedlth
sector indtitutions to ded with exigting and future redities, it will be criticaly important for
USAID through PHRplus and follow-on projects to focus on institutional capacity building.

While building of inditutiona capacity clearly requires building the capacity of individuds, the
Team believes that the focus must shift from providing training for individuass, to broad-based
capacity development. This meansthat support for training should shift from generd types of
training catering to the desire for individua professond development, to ontthe-job “just in
time’ training which will enable PHRplus counterparts to follow each step in the process of data
collection, analys's, program and policy development. This subtle shift in philosophy is
important to building the capacity of inditutional counterparts, to carry on the health policy and
sysemswork at the end of the USAID 5-year srategy period. Findly, the Assessment Team
concluded that it isimportant for PHRplus to position itsdf such thet it is adle to work with a
variety of organizations, such asthe Higher Health Council (Technica Secretariat) and Hedlth
Insurance Directorate on aregular basis. Thiswould serve to facilitate the level of “inditutiona”
capacity building that is needed under arevised PHRplus scope of work.  In this document we
have specified the relevant counterpart indtitutions that would best facilitate the implementation
of various components of the project.

In Table 1 we summarize current and planned PHRplus activities reative to the nine gpproaches
that are outlined in the New Mission Strategy for 2004-2009. In addition to indicating PHRplus
activitiesin each areg, Table 1 dso includes the leve of intervention (i.e.,, none, minimal,
moderate and high) that PHRplus currently provides or anticipates providing during the 2004-
2009 period.
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Table 1: PHRplus current and planned activities, relative to New Mission Strategy for 2004-2009 period.

The Nine Approaches to SR2 Current PHRplus Level of Intervention Counterpart
Activity in Area (none,minimal,moderate,high) | Institution
1. Promote partnerships between Current/planned High level of intervention Health
sectors activity, a primary Insurance
a. Include all sectors (public, focus of the Health Directorate
NGO, commercial) Insurance Pilot Project (HID)
(HIPP)
b. Activate Higher Health
Council Planned activity High level of intervention Higher Health
Council (HHC)
2. Human resource development Current/planned High level of intervention HHC, HID,
a. Manpower/management activity, training of MOH
training MOH personnel in
management, finance,
computers, English
b.  Job descriptions Current activity High level of intervention HHC, MOH
c.  Continuing medical No planned activities No current or planned intervention
education
d. Performance-based Planned activity Moderate level of intervention MOH
incentives (Personnel
No planned activities No current or planned intervention Division)
e. Recruiting and affirmative
action policies for
women/underserved
3. Upgrade performance standards Planned activity for High level of intervention HHC, Al Bashir
a. Accreditation program in hospital
accreditation
b. Licensing Planned activity for Moderate level of intervention HHC, MOH
program in hospital
accreditation
c. Review/update Current/planned High level of intervention HHC, HID,
guidelines/protocols activity in HIPP, and MOH

hospital accreditation




4. Rationalization of primary,
secondary and tertiary health care
a. Integration of primary,
secondary levels, including
referrals

b.  Decentralization in public
health sector

c.  Promotion of family
medicine/GP approach and
comprehensive PHC

Planned activity for
integrating the referral
process between pilot
hospitals and clinics

Current/planned
activity under the
Hospital
Decentralization

No planned activities

High level of intervention, under cost
containment activity

High level/moderate level after
September 2004

No intervention

MOH, HID,
HHC

MOH




Table 1 (continued): PHRplus current and planned activities, relative to New Mission Strategy for 2004-2009 period.

The Nine Approaches to Current and Level of Intervention Counterpart
SR2 Planned PHRplus | (none,minimal,moderate,high) Institution
Activity in Area

5. Health Insurance reform
a. Effective strategy to Current/planned Moderate level of intervention HHC, HID
deal with the uninsured | activity

b.  Improve contractual Current/planned High level of intervention HID
procedures with private | activity
sector

c. Expand benefits to No planned activity No planned activities

cover expanded
package of services

6. Institute effective cost-

containment strategy
a. Institutionalize NHA Current/no planned High level/minimal intervention after
activity September 2004
b.  Use health economics Current/planned High level of intervention HHC, HID
concepts in decision- activity
making process
c. Formulate financial Planned activity for High level of intervention HHC, HID, MOH
sustainability policies Health Insurance TA
d. Institute Certificate of Planned activity High level of intervention HHC
Need (CON) policy
e. Activate procurement No planned activity No planned activity
system in public sector
7. Quality data-gathering,
dissemination and use
a. Improve information Current activity under | Moderate intervention HID
systems HIPP
b.  Promote and expand Current activity under | Moderate intervention HID

automation and HIPP




computerization

Improve surveillance
systems for infectious
& chronic diseases

Strengthen health
research capability

No planned intervention

Current/planned
activity under several
components of PHRplus

No planned intervention

High level of intervention

HID, HHC




Table 1 (continued): PHRplus current and planned activities, relative to New Mission Strategy for 2004-2009 period.

8. Enact/revise legislation to
promote improved health status
a. Improve operational
policies Planned activity under | Moderate level of intervention HID, HHC, MOH
Health Insurance TA
b. Deal with emerging Planned activity
health policy needs as they | Under Health Insurance | No planned intervention HID, HHC, MOH
arise TA
9. Encourage community
participation
a.  Community No planned intervention | No planned intervention
involvement in setting
priorities and action
implementation,
especially for health
lifestyle sub-result
b.  Establish “community Current activity under | Minimal intervention MOH
advisory boards” for Hospital
health care faculties Decentralization
c.  Establish environment No planned No planned intervention
of volunteerism in interventions
health sector

Asillugrated in Table 1, the mgority of the activities that are listed under the nine approaches to SR2 are classified as current
PHRplus activities or planned PHRpl us activities (as proposed in this Assessment Report). In addition, Table 1 describes the leve of
intervention to be undertaken by PHRplus (i.e,, none, minima, moderate or high) to achieve the relevant objectives under each of the
nine approaches. The vast mgority of interventions will require a high-leve of intervention on the part of PHRplus. For those
interventions that require: none, minimal, or moderate interventions, Table 2 provides the reader with asummary of the necessary
policy recommendetions for effectively addressing the level and type of interventions that might be required.




Table 2: Policy recommendations for addressing areas of technical assistance where PHRplus planned intervention is “moderate”’ or less.

Strategy Approach to SR2

PHRplus
Intervention

Policy Recommendation for Increasing Intervention Level

2c¢. Continuing Medical Education

2d. Performance-based incentves

2e. Recruiting and affirmative action
policies for women/underserved

No planned intervention

Moderate intervention

No planned intervention

CME should be integrated into the employee performance review process; incentives should be
provided to nurses and other personnel for achieving targeted CME objectives. Some CME policy
recommendations will be incorporated into the proposed hospital accreditation technical assistance.
Projects such as PHCI are better suited for providing long-term technical assistance in this area.

Requires MOH implementation of existing recommendations, such as the PHRplus assisted document
that outlines the implementation of a performance-based incentive plan for MOH employees.

The Ministry of Education working with the MOH should explore the possibility of establishing a
program whereby categorical groups are provided with significant financial support and enroliment
priorities into institutions of higher learning. A loan guarantee program can be implemented, whereby
offsets to the loan may result for individuals choosing to work in underserved areas. Preference
policies that currently exists for "categorical groups” of Jordanians should be explored, and revised to
achieve targeted objectives.

3b. Licensing

Moderate intervention

The government currently has acceptable licensing rules for facilities and medical personnel. The
hospital accreditation program that is being proposed will likely elucidate for the MOH those areas
where additional licensing requirements might be considered.

4c¢. Promotion of the family medicine/GP
approach and comprehensive PHC

No planned intervention

Would recommend promotion and implementation of such an objective through the PHCI or similar
project. In addition, the implementation of effective model requires immense education of both the
patient and provider of care. Other CAs, particular those with extensive experience in behavioral
change communication may be a source the effective implementation of such a policy.

5a. Effective strategy to deal with
uninsured

5¢. Expand benefits to cover expanded
package of services

Moderate intervention

No planned intervention

The design of an effective strategy to deal with the uninsured requires both technical and political
support. PHRplus will be providing significant TA in this area (e.g., identifying the uninsured,
estimating their utilization of services and expenditures) within the framework of its health insurance
TA; however, the implementation of such a strategy requires consistent and focused political support
at the highest levels of government.

The MOH currently provides a generous package of benefits to Civil Service employees, and other
categorical groups, such as those with end-stage renal disease and cancer. The MOH has not
expressed interest in expanding the existing package of benefits, just the opposite has been
proposed: that of decreasing the level of benefits provided by increasing patient cost-sharing
requirements, and through the implementation of an effective utilization review mechanism.




Table 2 (continued): Policy recommendations for addressing areas of technical assistance where PHRplus planned intervention is “ moderate’ or
less.

6e. Activate procurement system in No planned intervention | An assessment of the MOH procurement system needs to be conducted prior to the implementation of
public sector a policy that can effectively deal with many of the issues discussed by some stakeholders. For
example, the MOH procurement system for drugs, devices, and equipment is highly centralized. This
leads to an efficient allocation of these resources, if the needs of providers are not fully considered
prior to the distribution of these resources to hospitals and clinics. Many of these issues have been
discussed under the PHRplus hospital decentralization TA; however, little action has been taken by
the MOH to change the existing system.




3. Health Insurance Under New Strategy

Assessment Findings

PHR and PHRplus have provided technical assistance and capacity building, in the area of hedlth insurance reform, to the government
of Jordan (GQOJ) and the Ministry of Hedth (MOH) since March 1998. Earlier activities focused primarily on data gathering efforts,
in an atempt to identify uninsured populations, the incidence and scope of hedth insurance coverage in the public and private sectors,
aswell as the prevaence and economic behavior of third-party payers. Activity in each of the areas included, but was not limited to
the following:

Apr 1998: Convened a round-table discusson with the Minister of Hedlth and other senior leve public and private sector
officids on establishing guiddines for implementing health insurance reform in Jordan (Feder and Fairbank, 1998),

Jun 1998: Conducted a survey of private sector third- party payers, and their rolesin financing and adminigtering hedlth
insurance in Jordan (Hollander and Rauch, 1998),

Nov 1998: Conducted aworkshop to explore the issues and options that the government should consider when designing
voluntary or compulsory health insurance in Jordan (Banks et d., 1998),

Jun 1999: Conducted focus groups on the uninsured and obtaining information on their willingness to purchase MOH
sponsored voluntary hedth insurance (Banks et d., 1999).

Jun 1999 and Dec 2000: Deveoping acomprehengve profile of the uninsured in Jordan. This study highlighted the
demographic and geographic distribution of the uninsured in Jordan (Banks et ., 2001),

Sep 1999: Conducted a survey of 500 private companies and their provison of health insurance to their employees, aswell as
an asessment of the willingness of uninsured workers to purchase MOH voluntary hedlth insurance,

Dec 2000: Implemented and conducted the preliminary andysis of the Jordan Hedthcare Utilization and Expenditure Survey
2000 (PHR 2000). Thisfirst-ever survey of hedth care utilization and expenditures, serves as the most comprehensive
andysis of household utilization and expenditures in Jordan to dete,

Nov and Dec 2003: PHRplus provided a five-week course in hedth care economics to MOH and other personndl. Personnel
attending the course were from the MOH, Higher Hedlth Council, and the private sector. The course conssted of 10 lectures,




350 pages of sdected hedth policy articles, and the latest and most popularly used textbook on health economics (Phelps,
2003).

Current PHRplus technica assstancein the area of hedlth insurance reform focuses primarily upon improving the contracting abilities
of the Hedlth Insurance Directorate, with respect to private sector contracting. The Hedlth Insurance Pilot Project (HIPP), asit is
commonly referred to, is based upon designing optima contracts and monitoring systems for a sample of 250 Civil Insurance Program
(CIP) beneficiaries. Recent outcomes of such technica ass stance includes the following:

The establishment of afull functioning Implementation Unit (1U) within the Hedlth Insurance Directorate. ThislU servesas
the focal point for dl adminigrative claims processing for the HIPP,

A PC-based hedth information system for tracking enrollees has been established. Personnd have received extensive training
on the gppropriate use of the system, for claims processing and monitoring of services provided to beneficiaries,

Clinica practice guidelines for obstetric/gynecology and newborn care have been developed. These guiddines will assst
selected hospitas in establish uniform treatment protocols for HIPP enrollees,

A “patient’s rights pamphlet” has been developed with the assstance of Johns Hopkins CCP. This pamphlet will inform
patients of their rights under the HIPP, such astheright to select aphysician of their choice from a pane of digible HIPP
providers,

A Request for Qudlifications has recently been issued. Seventeen hospitalsin Amman have responded to this RFQ by
providing informeation about the dinica capabilities of their hospitals, as well asits organizationa and managerid sructure,

A Reguest for Proposals (RFP) and bidder’ s conference are scheduled to be released and implemented, respectively, no later
then mid-April 2004.

The Assessment Team obtained information from severa stakeholders about the current health insurance reform environment. The
consensus among stakeholdersis that the current policy environmernt, with respect to hedlth insurance reform, is significantly different
than that of previous period. The predominant view, from both the public and private sectors, is that politica pressures make
ggnificant hedth insurance reform inevitable. An example of such reform, isthe recent policy of expanding Civil Insurance Program
(CIP) benefits to uninsured children under the age of six-years. Other policies, such as expanding CIP benefits to the spouses and
dependents of female civil servants, and revisons to the “ poverty index” could expand the current CIP beneficiaries by asmuch as 1.5
million persons?®

! Charles Phelps, Health Economics, 2003.

%Information obtained from conversations with Health Insurance Directorate personnel. Household’s classified as “poor” are automatically eligible for full CIP
benefits. Such households are often referred to as “green card” holders.




Stakeholders consstently expressed the need for andytical assistance to both the Hedlth Insurance Directorate and the Higher Hedlth
Council. The areas of technical assistance most often Sated are listed below, dong with their rationade:

Assging both organizations in estimating the expected expenditures that the GOJ would incur by expanding access to the
uninsured under dternative policy options (e.g., through universal coverage, or the incremental coverage of categorica groups
of persons). No rdiable estimates exist on the cost to the government of expanding CIP benefits to the uninsured. 1t istherole
of the Higher Hedlth Council’s Technica Secretariat to provide such information to the government; however, both the Higher
Hedlth Council and the Hedlth Insurance Directorate lack the necessary analytica capacity (in terms of personnel, computers,
software, books and manuscripts) to provide such information,

Assding in the estimation of utilization rates and the identification of aternative cost-sharing options (e.g., co-payments, and
premium contributions). Currently, insufficient knowledge exists on the appropriate cost-sharing for CIP beneficiaries (both
exiging and future enrollees). Thisis of import, given the recent MOH focus on “cost recovery” and “ cost containment”
policies. An effective strategy in elther of these areas requires that the MOH understand those factors thet effect utilization
rates, such as variations in co-payment rates. Moreover, stakeholders emphasized the need for implementing an effective
utilization review mechanism for CIP beneficiaries’®

Assding in the desgn and pricing of dternative benefits packages, and asssting in identifying aternative revenue sources
(e.g., excise taxes) for funding dternative hedlth insurance options. Stakeholders consstently cited the need for the
edtablishment of aminimum benefits package for exigting and future beneficiaries. They stressed the importance of designing
benefits packages that are tailored to specific demographic groups. In addition, the risng cost of providing the current
generous package of benefits to enrolleesis viewed by many as been unsustainable.

The subject of hedth insurance reform has been atopic of discusson in Jordan, since the mid-1980s. However, with 40 percent of the
population uninsured (1.9 million persons), increasing incidence of chronic allments, risng hedlth care codts, and significant out-of-
pocket expenditures being incurred by households (JHUES, 2000), the current discourse suggest that monumental reform isinevitable.
The need for building capacity within the Hedlth Insurance Directorate, Ministry of Hedlth and Higher Hedlth Council, in the areas of
hedlth care economics, econometric analysis, hedlth insurance benefits package design, and other areas indicated above is essential.
Moreover, given that the Ministry of Hedlth and the Hedlth Insurance Directorate operate under separate budgets, the total costs of
implementing policies that are formulated at the Centrad Ministry level may not coincide with the funds that are available a the Hedlth

% The three types of utilization review mechanism (prospective, concurrent and retrospective) do not exist for CIP beneficiaries. Hence, in an attempt to curtail
the over-utilization of services, stakeholders stressed the importance of establishing such a structure in both the public sector. Limited utilization review does
exist among some private sector payers.




Insurance Directorate.* Therefore, a strategy needs to be devel oped whereby the Central Ministry better coordinates its policy design
function with the Hedlth Insurance Directorate, and the Hedlth Insurance Directorate enhancesiits ability to project and negotiate its
budgetary needs.

Proposed Activities April 2004 to October 2005

The PHRplus Assessment Team proposes to support the GOJin the area of health insurance reform in the following ways:

Developing Analytical Capacity: Thiswill be achieved through extensive capacity building and on-the-job training (OJT) in
the areas of dataandys's, hedth care economics, Satisticd modding and expenditure andyss. The focus of thistraining will
be personnel within the Health Insurance Directorate, staff members of the Higher Health Council (Technica Secretariat), and
selected members of the MOH Finance Department. Moreover, a sgnificant data andys s infrastructure, in the form of
computers and software, will have to be developed within both organizations,

Hedth Insurance Benefits Package Design and Cogting:  Extensive capacity building in the areas of hedlth insurance benefits
package desgn and costing are needed within the Hedlth Insurance Directorate and the Technicd Secretariat of the Higher
Hedth Council (Higher Hedth Council). Such capacity building will dso indude training in the costing of pecific trestment
categories (eg., rend didyss). Obtaining such information will assst policy makersin later estimating the burden of specific
diseases, in the Jordanian society,

Promote Ongoing Didogue and Coordination The Centra Ministry and the Hedlth Insurance Directorate must coordinate
ther effortsin policy desgn and implementation. Without such coordination of efforts, the government will be unable to
estimate its cagpacity to expand and fund additional servicesto categorica groups of Jordanians, such asthe uninsured. This
coordination of efforts can be achieved by first convening a high-level meeting of stakeholders, in collaboration with the
Higher Hedlth Council. The purpose of such ameeting would be to highlight the various areas of policy priority to the
government, aswdll asto highlight the need for inter-agency coordination in the formulation of hedth care palicy,

Edtimation of Budgetary Needs. The Hedlth Insurance Directorate lacks the capacity to accurately project its budgetary needs.
This can be facilitated by developing an andytica capacity within the Directorate, trained in the proper use of budgetary
smulation models that are based upon demographic, utilization and expenditure estimates,

Continuation of the Hedlth Insurance Pilot Project (HIPP): As stated by severd stakeholders, the Hedlth Insurance Directorate
has gained a great dedl from its participation in the HIPP. Full implementation of the activity, marked by the enrollment of

* The MOH often designs policies, such as the expansion of access to categorical groups, which the Health Insurance Directorate is required to fund.




beneficiaries, should take placein April 2004. After that period PHRplus will assg in the monitoring and surveying of both
beneficiaries and providers. That phase of the HIPP should require minor TA.

The ativities outlined will require the sdlection of various experts to provide inputs of various sorts throughout the duration of the
USAID 5-year drategy period. Theinitia inputs: building an andytical capacity within the Health Insurance Directorate, MOH and

the Higher Hedlth Council, capacity building in the area of benefits package design and costing, and the promotion of diaogue and
coordination between the Central Ministry and the Health Insurance Directorate, can be provided during the 18 month period proposed
in thisdocument. This technica assstance would complement activities that are currently being conducted under the Hedlth

Insurance Pilot Project. In fact, the Implementation Unit can easly accommodate the additional computer hardware and persomd.

Proposed Counterparts: Higher Hedth Council (Technical Secretariat), Hedlth Insurance Directorate, and MOH Finance and
Accounting Department

GOJ Inputs: Support of participants in health insurance reform-related activities including salaries, trave, lodging, per-diem,
approved work time to engage in activities that are related to this effort, support of PHRplus activities and active involvement.

Relevance to USAID/Jordan 2004-2009 Strategy: SR2, bullets 1, 2, 5, 6, and 7.

Short Term Technical Assistance

STTA in econometric analyss (hedth care expenditure and utilization estimetion)
STTA in hedlth insurance benefits package desgn:
STTA for hedth insurance reform (promoting diadogue and inter-agency coordination):




4. Hospital Decentralization Under New Strategy

Assessment Findings

PHR and PHRplus have provided technica assstance and capacity building, in the area of hospita decentralization, to the government
of Jordan (GOJ) and the Ministry of Health (MOH) since March 1998. Earlier activities focused on educating stakeholders and others
on the particulars of hospital decentralization, building capacity within pilot facilities, and updating the hospita's accounting and
pharmaceutica inventory systems. Activitiesin the areaof hospital decentraization have included the following:

Oct 1998: Nationa workshop held on implementing hospita decentrdization in Jordan. This workshop included personne
from the private sector, central Ministry, Heglth Care Governorates, and al public hospita directors,

Apr 1999 to date: Established the Hospitd Decentrdization Steering Committee. This committee is tasked with overseeing
the entirety of the decentralization activities in Jordan,

Apr 1999 to date: Princess Rayaand Al Karak hospitas selected as pilot facilities. These ingtitutions have and continue to
receive extensve capacity building in the areas of accounting, finance, management, procurement, computer gpplications,
English, and medica record keeping. Moreover, the organizationd charts have been updated at each indtitution, and a Board
of Directors has been nominated for each facility.

Oct 2000: Production of a document detailing the necessary policies and procedures that must be changed in order to achieve
full implementation of hospital decentrdization in Jordan. The document detailed the necessary Civil Service and Minigtry of
Finance rules that must be changed in order to facilitation long-term hospital decentrdization.

Jun 2002: Conducting detailed cost studies a Princess Raya and Al Karak hospitals.

Aug 2002 to date: The design and implementation of a Management Accounting System for Hospitas (MASH). The MASH
alows hospitads to track the flow of expenditures throughout the various departments of the hospitas, aswell as assst hospitd
managers in setting managerid priorities, with respect to the digtribution and alocation of hospita resources,

Oct 2002 to date: Established the Hospitd Policy Forum, and continue to provide ongoing technica ass stance to the Forum
(held on aquarterly basis),

Jun 2003 to date: Implemented a pharmaceutical inventory software gpplication, beginning at Al Karak hospitals and
expanding to other pilot facilities,




Dec 2003:The development of job descriptions for dl hospitd personnd. Seventy-five distinct job descriptions were developed
for personnel working a Al Karak hospital. The MOH has established ajob description implementation committee thet is
tasked with implementing job description development at al MOH hospital's, using the Al Karak work as atemplate.

Current PHRplus technicd assstance in the area of hospital decentralization has focused on building the technicd and adminidrative
capacities within the pilot hospitas, primarily Princess Raya and Al Karak hospitals. These hospitals have received extensive capacity
building over the past 5-yearsin various aress related to hospital decentrdization. Moreover, the two lead PHRplus counterparts for
thisactivity, Dr. Abdd Razzag S.H. Shaefi and Dr. Ayyoub A .K. As-Sayideh, have over the past 5-years devel oped the necessary
skills, through extensive capacity building, that will enable them to lead future hospital decentrdization activities, working with
hospitas of Smilar Sze and missonsto that of Princess Raya and Al Karak. In recognition of their training and accomplishments, the
MOH has recently appointed them as Chief of Hedth Economics, and Chief of Strategic Planning, respectively.

The Assessment Team obtained information from severa stakeholders, with respect to the hospital decentralization efforts. The
hospital decentralization activity continues to receive strong support within the MOH. However, stakeholders repeatedly expressed
their concernsthat the activity is not rolling-out to other inditutions a afast enough rate. They overwhemingly fed that modest
gains have been made at the Princess Raya and Al Karak hospitals, and that the personne within these ingtitutions are now in the
position to assg in facilitating an expanson of the hospita decentralization effort at hospitals of Smilar Sze and mission. Moreover,
severd stakeholders stressed the need to expand the hospital decentrdization activity to Al Bashir hospitals, immediately. The
reasons cited were the following:

That Al Bashir hospitd isthe cornerstone of the MOH hospitd system, and isin urgent need of policy intervention.

That the MOH has learned a great ded from Princess Raya and Al Karak hospitals, and thereby isin a better position to useits
trained personnd to facilitate implementation of decentralization a Al Bashir.

That implementation of hospita decentraization a Al Bashir hospita would lead to arapid adoption of this policy at other
fadilities, given its prominence in the public hospital system. For example, Al Bashir hospitd is the facility where the Chiefs

of the various medical departments, of al MOH hospitas, are located.

The subject of implementing hospital decentralization at Al Bashir hospital has been atopic of discusson since April 1999. During
that period, the MOH hospital decentralization Implementation Committee consdered Al Bashir hospita, dueto its sze and
complexity, not to be an gppropriate facility to pilot such an activity. Since that time, severa managerid and adminidrative changes
have taken place within Al Bashir. These changes make implementation less chalenging than it would have beenin 1999. In
addition, the MOH has learned a great deal more about hospital decentraization, over the past 5 years, and now has sufficiently




trained personnd that are able to carryout the day-to-day technica aspects of thiswork. Hence, it isthe Team' s assessment that
hospital decentrdization activity be expanded to include Al Bashir hospitdl, as part of alarger more concentrated effort in hospital
accreditation. In other words, the Team agrees with the assessment that Al Bashir isa*“ specid” hospitd within the MOH network of
facilities Therefore, the intervention required for this facility will require more speciaized and focused intervention than that which
occurs under the hospital decentrdization activity done. It isof import that hospita decentralization and hospital accreditation be
smultaneous interventions, with respect to Al Bashir hospital.

Proposed Activities April 2004 to October 2005

The PHRplus Assessment Team proposes to support the GOJin the area of hospital decentrdization in the following ways.

The MOH should include Al Bashir hospital as part of its decentrdization effort, preferably within the framework of a broader
plan of implementing hospital accreditation. Due to the Sze and complexities of thisinditution, Al Bashir hogpitd requiresa
concerted and highly technica intervention — something beyond the scope of the current decentrdization effort.

The hospital decentraization activity should be expanded beyond the four pilot facilities. Drs. Ayyoub and Abdel Razzag
should focus their attentions on coordinating personnel at Al Karak and Princess Raya hospitds, for policy intervention a
amilarly szed hospitals. For example, asignificant amount of work remainsto be done at Al Nadeem and Jerash hospitals, in
the areas of capacity building and OJT. Drs. Ayyoub and Abdd Razzag should take the lead in designing work plans for
capacity building at these two indtitutions, using personnd from Al Karak and Princess Raya astrainers. The PHRplus project
should facilitate such efforts, however, the MOH must take the lead in implementation.

PHRplus should continue to provide targeted technicd assstance in the implementation of the Management Accounting
System for Hospitals (MASH) and pharmaceutica inventory gpplication at Princess Rayaand Al Karak hospitas. Personnd
trained at these indtitutions can then serve astrainers of personne at other hospitals.

PHRplus should continue to play an active role in the decentraization effort; however, the role would be that of afacilitator of
al training activities (e.g., finance, medical records, accounting, procurement), and the source of targeted technical assistance,
such as the implementation and training of personnd in MASH applications.

PHRplus should asss the Chief of Hedlth Economics and the Chief of Strategic Planning in identifying the gppropriate kill
levels of the MOH personnel that will work under their direction. However, it isther respongibilities to organize, supervise,
monitor and provide OJT to their saff, throughout the implementation process. In other words, the MOH is now in aposition
to oversee and coordinate the expanson of the hospital decentraization effort.

PHRplus should continue to provide technical assistance to the Public Hospital Policy Forum.




The proposed assistance to hospitals, under the hospital decentrdization effort, would aso contribute to any newly implemented
hospital accreditation in Jordan. It is proposed that PHRplus identify expert consultantsin MASH applications, and hospita

management. The experts, in collaboration with PHRplus counterparts, will work with the accounting and finance personnd from
each hospital.

Proposed Counterparts. Chief of Health Economics and Chief of Strategic Planning in MOH

GOJ Inputs: Support of participantsin the hospital decentrdization effort, including salaries, trave, lodging, per-diem, approved
work time to engage in activities that are related to this effort, support of PHRplus activities and active involvement. In addition, the
Chief of Hedth Economics and Chief of Strategic Planning within the MOH should take leading rolesin ralling-out the
decentralization effort to hospitals, that are of Smilar Sze and misson to Princess Rayaand Al Karak.

Relevance to USAID/Jordan 2004-2009 Strategy: SR2, bullets 2, 3,4 and 9

Short Term Technical Assistance:

STTA in Management Accounting System for Hospitals (MASH)
STTA in MASH software system updates

STTA in management consulting




5. Hospital Accreditation Under New Strategy

Assessment Findings

The Assessment Team obtained feedback from severd stakeholders about the need for establishing a hospital accreditation programin
Jordan. Severd reasons were cited; the most prominent were the following:

The need to improve the quality of hospital care in both the public and private sectors.

The need to enhance the efficiency in which services are produced and delivered.

Asaqudity indicator, that will attract hospitd clients from neighboring countries.

Asan digibility criteria for private sector hospitas that are seeking public sector contracts.

To bring Jordan’s public and private hospitd, in line with the level and quality of hospita services that are produced in
devel oped countries.

This activity is proposed as a new eement of the PHRplus project in Jordan, although PHRplus has contributed in the past to the
policy diaogue on this subject, including briefings to the Ministry of Hedth (eg., August 2000 to the nationa private sector

regulatory committee and 2003 to the Quality Assurance Directorate at Al Bashir Hospitd), and concept papers (e.g., February 2002
for the Director of Planning and Projects).

The subject of hospital accreditation in Jordan has been discussed since at least the mid-1980s, including the appointment of a hospita
accreditation committee in 1987, which was later dissolved. The recognition of the need for accreditation has been building since
then, and hasintensfied in recent years. In the past year, the Higher Hedlth Council (HHC) has been activated and has focused
largely on the issue of accreditation. A subcommittee of the HHC has been formed to address thisissue, and WHO has agreed to
support the subcommittee by providing atechnica expert to provide 3 consultations over a 2-year period.

Thereis precedence for accreditation in Jordan, including the existence of an Accreditation Council of the Higher Education Council,
as well asthe recent development of abasis for accreditation of MOH hedlth centers by the MOH Qudity Improvement Directorate
supported by the PHCI project. These in-country accreditation initiatives combined with models of hospita accreditation in the region
and internationally can be examined as Jordan moves toward the establishment of a hospital accreditation program.




Proposed Activities April 2004 to October 2005

The PHRplus Assessment Team proposes a 2- pronged activity to support the development of a solid hospital accreditation program
for Jordan: assistance to the GOJin devel oping the accreditation process and program; and assistance to hospitals in preparing for the
accreditation process.

Component 1:

The firgt prong is to provide technica assistance and capacity building for the HHC in the development of a Jordan-specific
accreditation program and process. This activity would entail the selection of various experts to provide inputs of different sorts over
the entire life of the USAID 5-year drategy period. Theinitid inputs would be provided during the 18-month period proposed in this
document. The TA would complement that to be provided by WHO and would focus on theinitid steps of policy and program
development, including assistance in establishing the purpose, placement, governance, processes and structure for the program. Initid
steps would aso be taken in the development of standards and assessment instruments, including decisions on which mode (s) of
accreditation to adapt, or whether to develop entirely new standards. In order to insure that instruments conform to internationdly
recognized standards of practice for the assessment processitself® it is anticipated that the development and testing of the survey
ingrument for religbility and vaidity would be amulti-year process. Other stepsin the process beyond theinitia 18-month period
would include inditutiondization of the program and development of staff and consultants (surveyors) to guarantee the ability of the
program to provide continua re-accreditation of hospitals.

Proposed counter parts: Higher Hedth Council and other accreditation bodies as established

PHRplus Inputs: STTA from accreditation specidigs

GOJ Inputs: Support of participantsin accreditation-related activitiesincluding salary, travel, lodging, per-diem, resource materids,
approved work time to engage in activities reated to accreditation within ther ingtitutions, out-side of the forma conference and
training settings, support of PHRplus activities and active involvement.

Relevance to USAID/Jordan 2004-2009 Strategy: SR2, bullets 1, 2, and 3

® Such as described in the “Standards for the Accreditation of Certification Programs,” National Commission for Certifying Agencies, US National Organization
for Competency Assurance, 2003.




Component 2:

The second prong in the proposed accreditation assstance is to provide support to Al Bashir and other selected hospitalsin preparation
for the accreditation process. Assessment Team discussions with the leadership of both public and private hospitals reveded a
growing understanding of the importance of the accreditation processin assuring qudity and ultimately the sustainability of individud
hospitas, aswell as of the hospital sector in Jordan. This component is also complementary to the ongoing PHRplus assstancein
hospital decentraization. The proposed assistance to hospitals would aso contribute to the continuing momentum and support for
accreditation within the hospital sector. The assistance to hospitals proposed for the 18-month PHRplus work plan period isintensive,
but would result in very concrete outcomes within the plan period.

It is proposed that PHRplus identify expert consultants with experience working in hospitals preparing for the accreditation process
(and when possible also experience as surveyors), to work with each hospital department to develop or revise policies and procedures
and implement actions to insure compliance with generally accepted (and eventudly, localy established) standards and practices.

Each departmenta consultant would work intensively with the gppropriate departmenta leadership and staff at Al Bashir Hospitd to
achieve agreed objectives. In addition, each externa consultant would provide training for departmental staff of selected public and
private hospitalss, to be followed by facility-level consultation by loca consultants (PHRplus staff and/or counterparts) to implement
accreditation preparation activities within each department of the selected hospitals.

PHRplus proposes to offer this department-by-department training to 5 public and 5 private (non-profit and for-profit) hospitas, to be
selected on the basis of gpplications by hospitals and sdection criteriato include commitment of the hospita |eadership to support

gt involvement in periodic training programs in Amman, as well as on-Ste activities required to prepare departments for

accreditation. Eligibility criteriafor participation would include evidence of training budget available to support staff participation,

and willingness and ability of hospitas to invest in additiona equipment, staff, and supplies needed to bring each department up to
standard.

Counterparts: Al Bashir Hospital and 9 other hospitals to be competitively selected for participation (public hospitals would idedly
include hospita's participating in PHRplus decentraization activities).

PHRplus I nputs: departmenta consultants, hospita accreditation consultants, and other categories of consultants as determined by
project need and work plan




GOJ Inputs: Support of participants in accreditation-related activities including salary, travel, lodging, per-diem, resource materias,
approved work time to engage in activities related to accreditation within their ingtitutions, out-sde of the forma conference and
training settings, support of PHRplus activities and active involvement.

Relevance to USAID/Jordan 2004-2009 Strategy: SR2, bullets 1, 2, and 3.

Short-term Technical Assistance
Component 1:

STTA from accreditation specidists
STTA — 12 departmentd consultants each for




6. National Health Accounts Under New Strategy

Assessment Findings

PHR and PHRplus have provided technical assstance and capacity building to the GOJ and MOH in developing National Health
Accounts since 1997. Asaresult, three NHA estimates have been produced, for 1998, 2000, and 2001. NHA capacity has been
ingtitutionaized within the MOH through the establishment of a permanent NHA Unit in the Directorate of Planning and Projects,
which has been saffed with a Chief of Nationd Health Accounts. However, the MOH has not fully staffed this unit with the three
additiond fulltime gtaff members (accountant, and two research assistants) that would dlow for afully functiond unit. On-going and
planned efforts include dissemination of 2000-2001 NHA results, including a nationd-level NHA dissemination workshop;
development of an NHA summary brief for policy makers, in collaboration with JHU CCP,; and development of areproductive hedth
NHA sub-andyss, in collaboration with POLICY .

Proposed activity April 2004 to October 2005

The Assessment Team proposes that the current NHA activities be completed as scheduled by September 2004. No additional NHA-
specific inputs are required, other than inclusion of NHA personnel in continuing education opportunities as they arise.

Counterparts: MOH NHA Unit

PHRplus Inputs: Continuing support by PHRplus staff until September 2004.

Relevance to USAID/Jordan 2004-2008 Strategy: SR2, bullets 1, 2, and 6.

GOJ Inputs: Support of participantsin the NHA activity, including salaries, travel, lodging, per-diem, approved work time to engage
in activities that are related to this effort, support of PHRplus activities and active involvement. Take over activity completely after
September 2004.

Short Term Technical Assistance




Technica consultant for RH NHA
Locd consultants for RH NHA

0 Survey Supervisor

o DataCollectors

0 Research Assstants

7. Cost Containment Under New Strategy

Assessment Findings

The Assessment Team obtained feedback from severd stakeholders about the need for an effective cost containment strategy, to be
implemented throughout the Jordanian hedlth care sector. The reasons cited were quite similar to those often cited in countries with
gmilar hedth care infrastructures, and population demographics. They included the following:

Rising pharmaceutica expenditures in both the public and private sectors: Pharmaceutical expenditures represent 36 percent
of total hedlth care expendituresin Jordan. The vast mgjority of these purchases, 82 percent, occur within the private sector,
due primarily to individuas out-pocket expenditures.

Risng out-of- pocket expenditures on hospital services. In addition to risng out- of- pocket expenditures on pharmaceutica
purchases, Jordanians aso face rising out- of- pocket expenditures for the purchase of private sector hospitd and physician
sarvices. Thisisdue primarily to changes in technology, patients expectations, and limited regulation of hospita and
physician charges, as wdll as the absence of regulation in the area of technologica adoption and diffusion.

Rising public sector expenditures on hospitd, clinic, and other services: risng costs (or rising expenditures) in this sector are
due to severa factors: changes in population demographics, changes in the pattern of disease, from infections to chronic
alments; changesin hedth care technology; and changes in patients expectations of the services they should receive from the
public sector.

Large numbers of the uninsured seeking trestment at Ministry of Hedlth facilities: Roughly 40 percent of Jordanians are
uninsured. The vast mgority of the uninsured receive highly subsidized services through MOH providers. Currently, the
MOH does not have an effective "means-testing” system in place to determine the optima cogt- sharing rules for none MOH




beneficiaries. Edtablishing such a system would alow the government to charge varying rates to different groups, based upon
their household incomes and other factors. Moreover, based upon earlier PHRplus finding, the cost-sharing rules for MOH
beneficiaries are at levels that are Sgnificantly lower than one might expect.

The reasons cited for implementing an effective cost-containment Strategy in Jordan are supported by existing data, primarily data that
has been compiled by PHRplus. However, prior to implementing an effective cost- containment Strategy, it isimperative that

stakehol ders become more familiar with the causes of rising hedlth care costs, as well as the possible interventions that might be
undertaken by the government to contain such cost. The implementation of an effective cost-containment strategy requires a
willingness on the part of consumers (patients) and providers (hospitals, clinics and physicians), to change their existing behavior,
with respect to the utilization and provision of hedth care services.  In this section we provide an overview of the issues, and the
policies options that are available to the government. We then propose a series of activities, under PHRplus, aimed at asssting the
government in the implementation of an effective cogt containment strategy.

Cost Containment: Issues to be considered

There exist severd methods for curbing risng hedth care cogts in Jordan. However, each requires a change in behavior, aswell as
expectations, on the part of consumers (patients) and providers (physicians, hospitals, and clinics). Below we list severd of the most
commonly employed methods of codt- containment:

Public Hospital Cost Containment: the most common methods for curbing risng hospita codis is through the
implementation of an effective utilization review (UR) system or through the implementation of changesin hospita- based
reimbursement methods. In Jordan, changes in hospital-based reimbursements are relevant for private sector hospitals, only;®
wheress, the implementation of an effective UR system can be applied to both public and private sector providers. There
exigs three types of utilization review (UR) systems that might be employed in Jordan, in public sector facilities:

0 Prospective UR: under such a sysem the MOH would implement a policy whereby patients and/or physicians would
have to obtain prior authorization, from a public sector utilization review authority ( committee), prior to admisson into
ahospitd setting. Thiswould limit the number of unnecessary hospita admissions, an issue often raised by
stakeholders. It must be noted that severd private sector payers, such as Third-Party Adminigrators (TPAS), self-

® The Government of Jordan (MOH) is both the financer and provider of public hospital services. Hospitals do not receive reimbursement for services
rendered to CIP beneficiaries, their budgets are controlled central by the MOH.




insured firms and commercid hedth insurers have implemented smilar utilization review palicies, in an atempt to
curtall their expenditures on hospital services.

0 Concurrent UR: under such asystem the MOH would implement a policy whereby MOH hospita utilization review
boards would be established at dl MOH hospitals. These boards would be tasked with performing adaily and ongoing
assessment of the need for continuous hospitalization of patients. Patients records would be assessed to determine the
need for ongoing hospital-based treatment.

0 Retrospective UR: retrospective utilization review occurs once a patient has been discharged from the hospitals. For
the MOH, retrospective- UR and concurrent-UR can be combined to formulate an effective policy, whereby hospital-
based utilization review boards can perform saf-assessments of the hospita through a randomized sample of former
patients records. The board can thus determine if a pattern of over-utilization occurs in specific departments.
Retrospective-UR is oftentimes utilized by private insurers to determine if pendties should be imposed on hospitals
with unusudly high, diagnogtic-specific, lengths of Say.

Private Hospital Cost Containment: the MOH may contain its expenditures on private hospitals services by changing the
way inwhich it (viathe Hedlth Insurance Directorate) remburses such hospitas for services rendered to Civil Insurance
Program (CIP) beneficiaries. The MOH currently purchases dightly more than JD7 million ($10 million) of servicesfrom
private sector hospitas, per annum. The MOH reimburses these ingtitutions on a fee-for-service bass. This method of
reimbursement provides the greatest incentive for private hospitas to over charge the MOH for services rendered to CIP
beneficiaries. Moreover, the MOH may further achieve its private hospita cost containment objectives through the
implementation of an effective regulatory strategy. The typica areas of private hospitd regulation are: technology (adoption
and diffuson of technology in the marketplace); capitd invesment (limit new congtruction of private hospitd facilities);
service quality and service utilization. In Jordan, the most redistic areas of policy intervention, with respect to private sector
regulation, are in the areas technologica adoption and diffusion, and by limiting hospital capitd invesment. The regulation of
service quaity would require that the MOH obtain a significant amount of detailed information on hospital staffing, outcomes,
and mortdity statistics. Below we discuss the policy options that are available to the MOH, with respect to changesin
reimbursement and regulatory Strategies.

There exigts two popular methods for containing rising hospita costs, by implementing changesin provider reimbursement:

o0 Implementation of asysem of “flat-feg’ reimbursement: under “flat-feg’ reimbursement, the MOH would negotiate
beforehand a fixed flat-fee for the treetment of categoricd illnesses. Thisisin contragt to the current policy of paying
for services on acharge-based (fee-for-service) basis. The latter utilizes the Jordan Medica Associgtion and Private
Hospital Association fee schedules on a procedure- specific basis (e.g., a separate charge for each intervention), while




the former would provide reimbursement that is based upon a diagnostic- specific bads (e.g., afixed amount for ahip
replacement). This method of reimbursement would require the establishment of a system of diagnostic specific rates
for MOH bendficiaries.

o0 Implementation of a system of “capitated”’ reimbursement: under a system of capitated reimbursement the MOH would
reimburse private hospitals on a pre-negotiated per patient case (i.e., on acost per patient basis). Under such asystem,
private hospitals would agree to provide an array of hospital servicesto MOH beneficiaries at afixed rate per person.
Thismethod differs from the “flat-fee” method considerably. The “flat-feg” method is based upon the MOH
negotiating a procedure- specific rate; while the “capitated” method would be based upon the provision of a“bundle of
sarvices' to the patient. It isthis method of reimbursement thet is currently being implemented under the Hedlth
Insurance Pilot Project (HIPP).

Below we ligt three of the most commonly employed methods for regulating hospital technology and capital investment:

o Implementation of Certificate of Need (CON) or smilar laws. under such a system, private hospitas would be
required to obtain MOH approva for new hospita investments that are above a certain threshold amount (e.g.,
JD100,000). Thiswould include new capita investments for purchasing expensive equipment (such as Magnetic
Resonance Imaging, MRI) or for expanding its physica structure. Implementation of such a policy would require that
the MOH obtain and compile detailed information on private sector hospita planning and investment.

0 Hogpitd Rate Regulation under such a system, a government agency would review each hospitd’ s budget for the
reasonableness of its cost increases. Hogpitals that achieve targeted cost containment objectives would be rewarded
with favorable reimbursement ratesin the trestment of MOH patients. Such regulation requires a detailed review of the
hospitals costs and utilization data. 1n addition, the implementation of such a strategy would require that the MOH
have personne highly trained in Satigtics, accounting, finance, economics and hospital managemen.

0 Cross-subgdization (viachariteble care): the MOH can implement a system of cross-subsidization, whereby priveate
hospitals are provided with tax incentives for providing a given amount of "charitable care’ to indigent populations.
Thiswould require changes in GOJ tax laws, whereby an explicit hospital charitable code would have to be written into
law. Under such a system, nonprofit hospitals would no longer automaticaly qudify for nonprofit status because of
their affiliation with nonprofit charitable organizations;” instead, the nonprofit hospitals status would be determine by
its adherence to an explicit nonprofit charitable statute that is written for hospital's exclusively. For example, nonprofit
hospitals in the US are categorized as nonprofit based upon their tax exemption under the law, statute 501 (c) (3). Such

! Nonprofit hospitals in Jordan are categorized as nonprofit due to their affiliation with a nonprofit charitable organization. Having the organization receive its
charitable status in this way, does not assure nonprofit charitable behavior on the part of the hospitals. In order to effectively regulate and monitor such
behavior, the GOJ should modify its tax laws such that the term "charitable care" is explicated defined for hospitals that qualify for nonprofit tax exempt status.




hogpitds are required to provide a given amount of charitable care, per annum, in order to maintain their tax exempt
nonprofit status. No such law currently exists in Jordan.

Patient Focused Cost Containment Efforts: apublic or private sector cost containment effort cannot be successfully
achieved in Jordan without the full participation of consumers (patients). Thus, in order to curb risng hedth care costsin
Jordan, significant changes in consumers behaviors and expectations must occur. There are at least three areas where such
changes might occur:

o Implementation of Nationd Prevention Strateqy: preventative measures must take place a both the individua and
societd levels. At theindividud leve changesin lifestyle and dietary habits can yield sSgnificant cost savings over the
long run. This becomes most gpparent in the case of such preventable maadies as chronic bronchitis, coronary heart
diseese, hypertension, noninsulin-dependent diabetes mellitus, and lung cancer. Moreover, the Jordanian society isan
extremely accident- prone society, with extraordinarily high rates of motor vehicle deaths and long-term injuries.

o Changing Consumers (patients) Expectations: for any utilization review (UR) program to be successful, the
participation of patientsis essentid. In Jordan, as esewhere, the initid implementation of UR policiesis oftentimes
marked by significant consumer resstance. In Jordan, patients are accustomed to being hospitalized for ailments that
can be treated on an outpatient bas's, aswdl as being hospitalized for extended periods of time. Accepting such
policieswill require sgnificant education of patient education, as well as changes in their expectations.

0 Increasing Patient Cost Sharing (oftentimes caled "cost recovery™): the MOH requireslittle to no cost sharing at the
point of service, for both hospita and physician services. Once admitted into a hospitd, a Civil Insurance Program
(CIP) beneficiary isfaced with zero co-payment amounts. Stakeholders often attribute the absence of effective cost
sharing rules as akey reason for the over utilization of outpatient and inpatient services. The MOH should investigate
the range of cost-sharing optionsthat are available to it, for both CIP and non CIP beneficiaries.

Proposed Activities from April 2004 to October 2005

The PHRplus Assessment Team proposes to support the Government of Jordan (GOJ), in the area of cost containment in the following
ways.

Assg in Developing a Retiond Drug Strateqy:  the consumption of pharmaceuticas is highly unregulated in Jordan.
Consumers may purchase an array of drugs through over-the-counter purchases. The MOH should consider the
implementation of an effective prescription drug policy, one that requires the issuance of a bi-annualy renewable prescription
drug licenses for registered physicians. No such policy currently exists. Without such a palicy, future policies amed at




controlling drug expenditures will be futile. Moreover, severd stakeholders have suggested that the GOJ establish a nationa
essentid drug lit, for providers and consumers. PHRplus can provide the necessary technica assistance for creating such a
list; however, without the implementation of mandatory drug formularies at MOH hospitas and clinics, the establishment of
such aligt will not achieve targeted cost containment objectives.
Implementation of an Effective Utilization Review (UR) Strategy: the over utilization of MOH facilities, both inpatient and
outpatient, is pervasve. To affect changesin exiging patterns of utilization, particularly at the hospita level, PHRplus
proposes to assist the MOH in designing an effective UR drategy for its hospitals. The can be achieved by firgt establishing
and educating utilization review committees at selected MOH hospitals. Technicaly, this can be viewed as apardld activity
to that of the proposed hospital accreditation activity. An additiond activity that should take place is the educating of patient
populations on the correct usage of MOH dlinics and hospitals. Hence, a patient education campaign would be an essentia
aspect of PHRplus technica assstance.
Implementation of a Rationa Policy of Private Sector Requlation the private hospital sector in Jordan is highly unregulated.
This hasled to the rapid adoption and diffusion of hospita-based technologies, as well as the unregulated expansion of capita
invements. PHRplus proposes to provide technica assstance in the following areas of private sector regulaions:

1. to conduct afeashility study that focuses on the need, design, and implementation of an effective " Certificate of

Need" type program in Jordan;
2. toassg the GOJinthe design of an effective system of hospitd cross-subsidization. The most feasible system
would be one whereby the GOJ designs an explicit nonprofit charitable tax code for hospitals.

Assg the MOH in Designing Optima Cogt-sharing Rules: PHRplus proposesto assist the MOH in designing optima cost-
sharing rules for inpatient and outpatient services. Previous work that has been conducted by PHRplus and the Primary Hedth
Care Initiative (PHCI) in the areas of hospitd and clinic costing, can form the basis of such work. Moreover, PHRplus will
assis the MOH in designing a system of means-testing; whereby patient populations can be identified based upon their "ability
to pay". Effective cost-sharing rules must be designed such that patients of varying household incomes are required to pay
different amounts. In other words, in order to assure equity in the distribution of services and equity in cost-sharing
requirements, the MOH must first establish a system whereby patients with "less ability to pay” are required to share in less of
their cost of treatment than patients with greater means.
Implementation of a Nationa Preventative Strategy: PHRplus working with other projects (such as the PHCI and Johns
Hopkins CCP) can assist the MOH in developing a national preventative hedlth care strategy. Projects such as PHCI, with its
primary hedth care focus, and Johns Hopkins CCP with its expertise in behaviord change communication, can collaborate in
an atempt to design and optimal preventative headlth strategy. PHRplus can provide the necessary atistical expertise that will
alow the MOH to estimate the cost savings thet it would redlize over the long-run through the implementation of such a
srategy. For example, PHRplus can estimate the costs of illnesses that are due to smoking, and estimate for the government




the savings that might result from anational campaign aimed at smoking cessation. Projects such as PHCI and Johns Hopkins
can provide the necessary behaviord change information to the public in support of such acampain.

Implementation of a Patient Communication Strategy: PHRplus working with other projects (such as PHCI and Johns
Hopkins CCP) can asss the MOH in effectively communicating with its beneficiaries, concerning the appropriate use of
hospitd and dinic facilities. As previoudy dated, patients oftentimes utilize hospital emergency room facilities for none
emergency reasons. This can beremedied in severa ways. Fird, through anationa patient education campain, aimed at
assgting patients in the gppropriate usage of hospita and clinic facilities. Second, by designing an effective referra system
between clinics and hospitals. Third, by educating patients about any newly established utilization review programs, and their
anticipated impacts. Findly, by changing clinic operating hours such that they coincide with the needs of local communities.

In any event, PHRplus, working with the various Cooperating Agencies in Jordan, can assst the MOH in the development and
implementation of such an effective patient communication srategy.

PHRplus I nputs:

STTA in econometric (gpplied datistical anadyss) analyss, most specificaly expenditure and utilization estimations
STTA in hospitad management and the design and implementation of utilization review committees

STTA in hospitd regulatory policy
STTA in pharmaceutica economics (pharmacoeconomics)

It should be noted that activities, such asthe STTA in econometric analyss might overlgp with the STTA that PHRplus proposes to
provide under the hedth insurance TA; while the STTA in hospital management and the design and implementation of utilization
review committees will overlgp with technica assstance being proposed under the hospital accreditation and hospital decentraization
activities.

GOJ Inputs: Support of participantsin the cost-containment activity, to include salaries, trave, lodging, per-diem, approved work
time to engage in activities that are related to this effort.

Relevance to USAID/Jordan 2004-2009 Strategy: SR2, bullets 1, 2, 3, 4, 6 and 9.
Short-Term Technical Assistance

Econometric (gpplied Satidticd andyss) andyds and expenditure and utilization estimations
STTA in hospita management and the design and implementation of utilization review committees




STTA in hospitd regulatory policy
STTA in pharmaceutica economics (pharmacoeconomics)




Table3: Summary of Technical Assistance Needed Under Revised PHRplusWork Plan, Based Upon Discussions With Key Stakeholders

Sector Issues and Problems Highlighted Through
Interviews With Stakeholders

Programmatic Implications for PHRplus

USAID/Jordan, MOH and other stakeholders clearly
expressed an interest in implementation, and research that
is focused solely on the design, implementation, and
evaluation of high priority policy issues (e.g., the cost of
providing MOH health insurance to categorical groups of the
uninsured)

Areas of “research priority”, based upon the
expressed needs of the MOH, should be factored into
future PHRplus work plans. Currently, the project
does not have a separate research component to
support the current research needs of the MOH. The
addition of such a component will require that the
project keep abreast of areas of research priority to
the government of Jordan, as well as the MOH.
Hence, it is imperative that the project expands the
scope of its counterpart base to include members of
the Higher Health Council, as well.

Expanded need for health insurance Technical Assistance
in the following areas:

- Estimating the number of categorical groups of the
uninsured (e.g., children, aged, near-poor)
Estimating the health care utilization rates and
needs of categorical groups of the uninsured
Estimating potential expenditures by the
government for expanding access to categorical
groups of the uninsured
Assisting in the design of a “minimum benefits
package” for new and existing Civil Insurance
Program (CIP) beneficiaries
Assisting in the development and design of
alternative policy initiatives, in the area of health
insurance reform (e.g., the establishment of a
voluntary or compulsory health care system)
Assisting in the expansion of the Health Insurance
Pilot Project, through the identification and
evaluation of additional bundles of services to be
contract out to private sector providers

The current Health Insurance Pilot Project (HIPP),
based upon improving the MOH's private-sector
contracting abilities, should proceed until fully
implemented (September 2004). PHRplus should
continue to provide limited TA for the HIPP, which
focuses primarily on the monitoring and evaluation of
enrolled beneficiaries.

If the HIPP is expanded, to include additional service
categories, such TA should be viewed as an
additional activity under the existing project.

Expanding PHRplus health insurance technical
assistance in the areas of estimating utilization and
expenditure rates for alternative health care reform
policies will require additional analytical infrastructure
at the Health Insurance Directorate, as well as the
Higher Health Council. Moreover, specialized training
of personnel in econometric estimations and data
analysis will have to take place, as part of the

capacity building efforts.




Table3 (continued): Summary of Technical Assistance Needed Under Revised PHRplusWork Plan, Based Upon Discussions With Key Stakeholders

Sector Issues and Problems Highlighted Through
Interviews With Stakeholders

Programmatic Implications for PHRplus

Expansion of Hospital Decentralization Technical
Assistance in the following areas:

Inclusion of Al Bashir hospital in the
decentralization activity

Continued work at Princess Raya, and Al Karak
hospitals, using such facilities as focal points for the
training of additional hospitals in the various areas
of project intervention

Assisting in the development of a strategy for
“rolling out” the decentralization activity to faciliies
in excess of Princess Raya, Al Karak, Al Nadeem
and Jerash hospitals

Continued support for the Public Hospital Policy
Forums, that are held quarterly

The inclusion of Al Bashir hospital within the hospital
decentralization effort will require the development of
a separate and specific work plan for this institution.
One of the key features of the decentralization effort

is the extensive training of personnel that will have to
occur. Hence, PHRplus will have to significantly
expand its training efforts under this component of the
project. Moreover, over the past 5 years, PHRplus
has trained a significant number of personnel at Al
Karak and Princess Raya hospitals. These personnel
can serve as trainers for personnel at Al Bashir and
other hospitals.

PHRplus role in the hospital decentralization effort
should be viewed as being two fold:

- Firstly, as the facilitator of this activity.
Currently, the MOH has two highly trained
implementers of the hospital
decentralization activity. These two
individuals must take the lead
responsibilities for carrying out the
expansion of this activity.

Secondly, PHRplus should provide targeted
TA and training in specific areas that are
identified by the project.

Inclusion of a Hospital Accreditation component to the
PHRplus project, with Technical Assistance in the following

PHRplus must use a two-pronged approach in
providing TA in this area:

areas: - Firstly, it is essential for the project to

Educating hospitals (both public and private) on
the various aspects of hospital accreditation
Assisting in the development of a “Hospital
Accreditation Council” or similar body
Assistance in preparing selected hospitals for the
accreditation process

Assistance in developing the various policies,
procedures, instruments and indicators for
implementing hospital accreditation in Jordan

provide TA and capacity building for the
Higher Health Council, in developing a
Jordan-specific hospital accreditation
program.

Secondly, technical assistance to prepare
Al Bashir, and other selected hospitals, for
the accreditation process. This proposed
assistance will contribute to the momentum
and support for hospital accreditation.




PHRplus proposes to offer a department-
by-department training to 5 public and 5
private hospitals (Al Bashir and the 9 other
competitively selected hospitals)




Table 3 (continued): Summary of Technical Assistance Needed Under Revised PHRplusWork Plan, Based Upon Discussions With Key Stakeholders

Sector Issues and Problems Highlighted Through
Interviews With Stakeholders

Programmatic Implications for PHRplus

Continued support of the National Health Accounts activity.

PHR and PHRplus have been providing technical assistance
and capacity building in NHA since March 1998. As a result,

3 NHA estimates have been produced: 1998, 2000 and 2001.

The NHA activity has been institutionalized, as a permanent
NHA unit within the Directorate of Planning and Projects and
is now staffed with a Chief of National Health Accounts.
Ongoing planned activities include:

- Anational-level dissemination workshop
Development of a NHA policy brief, in collaboration
with Johns Hopkins University CCP
A reproductive health NHA sub analysis, in
collaboration with POLICY

The current NHA activities should be completed as
scheduled by September 2004. No additional NHA-
specific inputs are required, other than the inclusion
of NHA personnel in continuing education
opportunities, as they arise.

Inclusion of a Cost Containment component into the
PHRplus project, with Technical Assistance in the following
areas:
Assisting in the development of a rational drug
strategy
Implementation of an effective utilization review
(UR) strategy for hospitals and clinics
Implementation of a rational policy of private sector
regulation
Assisting in the design of optimal cost-sharing rules
for CIP and none CIP beneficiaries
Assisting in the implementation of a national
preventive health strategy, by providing the
government with “cost of illness” estimations
Assisting in the implementation of a patient
communication strategy that focuses on educating
patients on the correct usage of hospital and clinic
based services, as well as changes in utilization
procedures and referrals

PHRplus role in the area of cost containment is as
follows:

Firstly, to assist the government of Jordan
(GOJ) in designing and implementing
optimal pharmaceutical regulatory policies,
such as mandatory prescription drug
licensing for physicians, the establishment
of an “essential drug” list, and the design
and implementation of mandatory drug
formularies at selected MOH hospitals and
clinics.

Secondly, assist in designing an effective
utilization review (UR) policy, for selected
MOH hospitals, to include the establishment
of hospital-based UR committees

Thirdly, assist the GOJ in evaluating the
need, design, and implementation of an
effective “Certificate of Need” type policy for
private hospitals.

Fourthly, to assist in the design and
implementation of an effective system of
hospital cross-subsidization, through
changes in the Jordanian tax code, such it




provides for the explicit establishment of
charitable none profit hospitals, such as the
501 (c) (3)
Fifthly, assist the MOH in designing optimal
costsharing rules for patient populations,
as well as assisting it in the design and
implementation of a system of hospital-
based “means testing”.
Finally, assist the GOJ in estimating the cost savings
that may result through the implementation of
effective preventative health strategies, such as
tobacco cessation, and to assist in developing an
optimal patient communication strategy.

Higher Health Council

Dr. Anwar Batiha, Secretary General
Dr. Jama Abu Saif, Staff

Dr. Raghed Hadidi, Staff

Dr. Sanabel Barakat, Staff

Ministry of Health

Dr. Said Darwazeh, Minister

Dr. Sa' ad Kharabsheh, Genera Secretary

Dr. Ghassan Fakhoury, Assistant Secretary General for Planning and Development
Dr. Sami Al Duleimi, Assistant Secretary General for Health Directorates
Mr. Bassam Al Munaier, Assistant Secretary General for Finance

Dr. Ali As ad, Assistant Secretary General for Health Care

Dr. Ismail Al Sadi, Assstant Secretary General for Administration

Dr. Samir Al Kayed, Assistant Secretary General for Hospitals

Dr. Safa Al Qsoos, Director of Quality Improvement Directorate

Dr. Mohammed Al Bataiyneh, Head of Childhood and Motherhood Services
Dr. Abdel Razzaq Al Shafe'i, Chief of Health Economics

Dr. Ayyoub As Sayaideh, Chief of Strategic Planning

Dr. Taissir Fardous, Chief of National Health Accounts

Dr. Riyad Al Akoor, Director of Health Economics

Dr. Saleem Makawi, Director, Yarmouk Hospital




Dr. Osama Samawi, Director, Al Bashir Hospital
Al Karak Hospital Staff

Health Insurance Directorate
Dr. Ma moun Maghaiyreh, Director

Royal Medical Services
Magjor Generd Manaf Hijazi, Director

Academic Community
Dr. Musa Taha Ajlouni, Faculty, University of Jordan, Health Administration Department

Private Sector
Dr. Nasry Khoury, Director, Palestine Hospital

Dr. Mahmoud Al Taher, Director, Obstetrics Hospital, Head of Private Hospital’s Assoc.

Donor Community
Dr. Hani Brosk, WHO

Contracting Community
Dr. Suleiman Farah, Johns Hopkins University, CCP Project

Dr. Basma Ishagat, Policy Project, Futures
Dr. Carlos Cudlar, PHCI

Mary Segall, PHCI

Dr. Ca Wilson, PHCI

Dr. Ayman Mansour, PHCI

Michael Bernhart, CMS

Basm Azeez, CMS

The following list depicts the meetings conducted during each day of the evaluation visit:

February 15 - Sunday

PHRplus Dwayne Banks

PHCI Carlos Cuellar
Ayman Mansour
Cal Wilson

Carlos Carrazana
CMS Michael Bernhart




MOH

February 16 — Monday
USAID

PHRplus

CCP Project

February 17 — Tuesday
Higher Health
Council
RMS
PHCI

February 18 — Wednesday

Pal estine Hospital
Private Hosp. Assoc.
Policy Project

MOH

February 19 — Thursday
MOH

February 20 — Friday
PHRplus
WHO

February 21 — Saturday
PHRplus
MOH

February 22 — Sunday
MOH

PHRplus

CMS

February 23 — Monday
Al Karak Hospital

Mohammed Al Bataiyneh

USAID Staff
PHRpl us Staff
CCP Staff

Higher Health Council Staff

Manaf Hijazi and Administrative Staff
PHCI Senior Staff

Nasry Khoury
Mahmoud Al Taher
Policy Project Staff
Sa’ad Kharabsheh

Said Darwazeh
Sa' ad Kharabsheh
MOH Staff, Participating in Design of the Strategic Health Design for health reform

Dwayne Banks
Hani Brosk

Dwayne Banks
Osama Samawi

Osama Samawi
Dwayne Banks
Basim Azeez

Al Karak Staff




USAID Debriefing Assessment Team
PHRplus Dwayne Banks

February 24 — Tuesday
MOH Saeem Makawi




Comparison: Original and Proposed CAP




Area Original CAP Proposed CAP
Activity Activity

Health Expand CIP capacity to contract for Complete CIP capacity building to
Insurance bundled health services, monitor such contract for bundled health services,




contracts and reward good contract
performance with the Health Insurance
Directorate.

monitor such contracts and reward
good contract performance with the
Health Insurance Directorate.
(Anticipated by April 2004)

Contract private providers for bundles
of reproductive health services with
incentives for continuity and quality of
care.

Monitor and Survey private providers
for bundles of reproductive health
services with incentives for

continuity and quality of care after
implementation by the HI Directorate
(Anticipated after April 2004).

Establish a sustainable mechanism to
expand access to health care for the
uninsured that addresses the
organizational structure of public
insurance, benefits, and financing.

Develop analytical capacity inthe
Health Insurance Directorate through
on-the-job training in the areas of
data analysis, health care economics,
statistical modeling and expenditure
analysis.

Consult with the Health Insurance
Directorate on the design of benefits
packages and costing studies needed
to cost-out various plans.

Promote on-going consultation to the
MOH and the Health Insurance
Directorate in the coordination,
policy design and implementation of
health insurance.

Assist the Health Insurance
Directorate to accurately project its
budgetary needs.

Hospital
Autonomy

Establish a mechanism that enables
MOH hospitals to share resources,
technical strategies and knowledge to
initiate and sustain MOH hospital
improvements.

Complete atool kit that enables
MOH hospitalsto share resources,
technical strategies and knowledge to
initiate and sustain MOH hospital
improvements.

Install and operationalize a cost
accounting systemin pilot MOH
hospitals.

Provide consultation on a cost
accounting system in Al Bashir
Hospital.

Design and implement new systems for
identifying non-poor clients,
accounting for fees collected, and
strengthen financial controls.

Provide consultation on new systems
for identifying non-poor clients,
accounting for fees collected, and
strengthen financial controls at Al




Bashir Hospital.

Design and implement a performance
monitoring system for MOH hospitals.

Design and implement a performance
monitoring system for Al Bashir
Hospital as part of the Hospital
Accreditation activities.

Provide consultation to the MOH as
the MOH rolls-out activities for
decentralization of hospitals.

Accreditation

Provide technical assistance and
capacity building for the HHC in the
development of a Jordan-specific
accreditation program and process.

Provide support to Al Bashir

Hospital and other selected hospitals
in preparation for the accreditation
process.

National Establish and staff aNHA Unit in the Completed
Health MOH.
Accounts

Conduct asecond round of NHA data | Completed

collection and provideit to the MOH
Planning Department.

Improve the capacity of the MOH
National Health Accounts team to
independently manage the NHA
process.

Provide support to MOH until
September 2004.




Work Plan: Health Insurance Technical Assistance (April 2004- October 2006)

PROPOSED ACTIVITIES

01

Q2

Q3

Q4

Q5

Q6
October
2005

Q7

Q8

Q9

Q10

REMARKS

Developing Analytical Capacity
Within Health Insurance Directorate,
Higher Health Council, and MOH:

1. Formal and OJT training in data
analysis, to include basic statistics,
SPSS software applications, and
multivariate statistical analysis.

Work to be performed by PHRplus Staff, Short-
term TA, and local universities. Training should
include personnel from Higher Health Council
(HHC), Health Insurance Directorate (HID), and
MOH Finance and Accounting Section (MOH-
F&A).

2. Formal and OJT training in health
care economics, and expenditure
analysis based upon utilization,
demographics, and socioeconomic
determinates of health care
expenditures

Work to be performed by PHRplus Staff, Short-
term TA, local and regional universities. Training
should include personnel from HHC, HID, MOH-
F&A.

Health Insurance Benefits Package
Design and Costing

1. Formal and OJT training in health
insurance benefits package design and
costing, to include Research Study Tour
and/or Workshop to US institutions that
specialize in providing such training

Work to be performed by U.S. based university
and/or health policy centers. Training should
include personnel from HHC, HID, MOH-F&A.

2. Workshop in Amman Jordan on
estimating the “economic cost” of
specific interventions (e.g., hip
replacement), and introduction into the
design of various Diagnostic Related
Groups for Jordan

Work to be performed by PHRplus Short-term TA.
Training should include personnel from HHC, HID,
MOH-F&A.

3. Formal training in estimating the
“cost of illness”. This type of training will
allow participants to better understand
the methodology for estimating the
“burden of disease” in Jordan

Work to be performed by PHRplus Short-term TA,
may include training outside of Jordan as well.
Training should include personnel from HHC, HID,
MOH-F&A.




Work Plan (continued): Health Insurance Technical Assistance (April 2004- October 2006)

PROPOSED ACTIVITIES

01

Q2

Q3

Q4

Q5

Q6
October
2005

Q7

Q8

Q9

Q10

REMARKS

Promotion of Ongoing Dialogue and
Coordination among HID and MOH

1. Workshop on inter-agency
coordination among public sector
institutions

Work to be performed by PHRplus Short-term TA

2. Public policy assessment of the
Health Insurance Directorate, the MOH
and the Higher Health Council, with
respect to inter-agency coordination in
the design of health care policy

Work to be performed by PHRplus Staff and Short-
term TA

Budgetary Estimation of the HID and
MOH

1. Training in the economics of
budgetary estimations and simulations

Work to be performed by PHRplus Short-term TA.
Training to include personnel from the HID, MOH-
F&A

2. Design of MOH and HID
microeconomic budgetary simulation
models

Work and training to be performed by PHRplus
Short-term TA. Training to include personnel from
the HID, MOH-F&A




Work Plan: Hospital Decentralization Technical Assistance (April 2004- October 2006)

PROPOSED ACTIVITIES

Q1

Q2

Q3

Q4

Q5

Q6
October
2005

Q7

Q8

Q9

Q10

REMARKS

Al Bashir Hospital Decentralization

1. Extensive training of hospital
personnel in Management, Accounting,
Procurement, Medical Records,
Computer Applications, English,
Customer Service and Public Relations

2. Conduct hospital cost analysis of
Al Bashir hospital

Expansion of Hospital
Decentralization Activity

1. Assist MOH in designing its
implementation plan for expanding
hospital decentralization activity
beyond Princess Raya, Al Karak, Al
Nadeem and Jerash hospitals

2. On-the-Job and formal training in
management, accounting, computer
applications, English and medical
records for personnel at newly
established decentralization facilities.
OJT Training to be based upon
“training of trainers” model using
personnel from Princess Raya and Al
Karak hospitals

Implementation and Expansion of
MASH Applications

1. Training of selected hospital
personnel in Management Accounting
System for Hospitals (MASH)
applications

2. Installation of MASH at selected
MOH hospitals

Work to be performed by PHRplus Short-term TA,
and local universities. Training will be specifically
designed for Al Bashir personnel, both OJT and
formalized training.

Work to be performed by PHRplus Staff and Drs.
Abdel Razzaq and Ayyoub of the MOH.

Drs. Abdel Razzaq and Ayyoub of the MOH will
take the lead in this effort, PHRplus will provide
targeted technical assistance to facilitate this
activity

Drs. Abdel Razzaq and Ayyoub of the MOH wiill
take the lead in designing the training curriculum
and its implementation plan for both formal and
OJT training activities. PHRplus will facilitate this
effort by identifying the appropriate local training
institutions, funding formal training, providing
textbooks, writing utensils and the supplies that are
needed for training activities

PHRplus Short-term TA

PHRplus Short-term TA, and Drs. Abdel Razzaq
and Ayyoub




Work Plan (continued): Hospital Decentralization Technical Assistance (April 2004- October 2006)

PROPOSED ACTIVITIES

Q1

Q2

Q3

Q4

Q5

Q6

Q7

Q8

Q9

Q10

REMARKS

Other Decentralization Activities

1. Training of selected hospital
personnel in pharmaceutical software
applications

2. Assist MOH Chief of Health
Economics (Dr. Abdel Razzaq) and
Chief of Strategic Planning (Dr.
Ayyoub) in identifying the skill levels
and personnel to work under their
direction for expanding the hospital
decentralization activity

3. Continue to provide TA to the
Hospital Policy Forum

PHRplus local consultant

PHRplus staff working with Drs. Abdel Razzaq and
Ayyoub

PHRplus staff and Short-term TA




Work Plan: Hospital Accreditation (April 2004- October 2006)

PROPOSED ACTIVITIES

Q1

Q2

Q3

Q4

Q5

Q6
October
2005

Q7

Q8

Q9

Q10

REMARKS

Hospital Accreditation: Component 1
(Establishing An Acceditation
Infrastructure)

1. Implementation of a national
workshop on hospital accreditation in
Jordan, to educate stakeholders about
the systematic development of such a
policy, and to clearly delineate
expectations

2. Development of public and private
sector National Hospital Accreditation
Steering Committee, and plan of action
for implementation.

3. Development of the appropriate
organizational structure, membership,
and placement of the “National
Acceditation Organization”

4. Assessment of the appropriate
performance measurement system to be
employed in Jordan for the accreditation
process (i.e., the appropriate model of
accreditation for Jordan)

5. Development of the necessary
performance indicators for Jordan, to be
utilized as the official indicators to be
employed with the performance
measurement system

PHRplus staff and Short-term TA. Participants will
include invited members from both the public and
private sectors. Private sector participants will
include private sector hospital directors; public
sector participants will include HHC, Senior Level
MOH officials, Ministry of Industry and Trade.

PHRplus staff and local consultant. Members of
this Steering Committee should consist of, at least,
a representative number of Higher Health Council
members. The Technical Secretariat of the Higher
Health Council (HHC) will work closely with
PHRplus in setting the agenda and task for this
committee.

PHRplus, HHC, local consultantand Short-term TA

PHRplus staff, Short-term TA, local consultant
HHC

PHRplus staff, Shortterm TA, local consultant,
HHC, and team of local technical advisory panels
will assist in the development of: a) clinical
indicators, b) financial indicators, c) utilization and
access indicators; and d) quality of care indicators




Work Plan (Continued): Hospital Accreditation (April 2004- October 2006)

PROPOSED ACTIVITIES Ql | Q2

Q3

Q4

6. Development of the
various survey instruments to be
design, based upon the
performance measurement
system and indicators developed

7. Development of standards,
requirements, and number of
surveyors needed to implement
the various surveys

8. Development of
"accreditation certification”
categories for Jordan, and
guidelines for public information

Hospital Acceditation:
Component 2 (Preparing Pilot
Facilities for Acceditation)

Q5

Q6
October
2005

Q7

Q8

Q9

Q10

REMARKS

PHRplus Staff, Short-term TA, local
consultant, HHC, and Hospital Acceditation
Steering Committee

PHRplus Staff, Short-term TA, local
consultant, HHC

PHRplus Staff, Short-term TA, local
consultant, HHC

1. Development of the
selection process and the
selection of 5 public and 5
private hospitals to serve as pilot
institutions for the Hospital
Acceditation program

PHRplus Staff, local consultant and HHC

2. Develop work plans for Al
Bashir, and 9 other hospitals (5
private and 4 public) for the
development of policies and
procedures for selected
departments

3. Department by department
training of hospital personnel on
the establishment of policies and
procedures, as well as an
assessment of existing policies
and procedures

PHRplus Staff, local consultant, Short-term
TA

PHRplus Staff, local consultant, Short-term
TA




Work Plan (Continued): Hospital Accreditation (April 2004- October 2006)

PROPOSED ACTIVITIES [Q1 [Q2 [Q3 [Q4 [Q5 Q6 Q7 Q8 Q9 [ 010 REMARKS

4. Develop Policies and PHRplus Staff, local consultant, Short-term
procedures for selected TA
hospitals

5. Draft hospital-based
standards and procedures to be
agreed upon by Accreditation
Steering Committee, for
implementation




SUMMARY OF HEALTH SECTOR REFORM TECHNICAL ASSISTANCE
IN JORDAN
(2004 to 2009)

Vision Statement for Health Sector Reform in Jordan: To improve the relative efficiency by which health care

services in Jordan are organized, managed and delivered, with the overall objective of improving the well-being
and health care outcomes of its health care institutionsand patients.

Key Activities Under the New Strategy for PHRplus

Health Insurance Reform (to include HIPP technical assistance)
Hospital Accreditation

Hospital Decentralization

Cost Containment

National Health Accounts

Overlapping Activities

Cost Containment is a component (overlaps with) of Health Insurance Reform, Hospital Accreditation, and Hospital Decentralization

Pharmaceutical reform, to include work on establishing an essential drug list in Jordan overlaps with Health Insurance Reform, Hospital
Accreditation and Hospital Decentralization

Specific activities for Al Bashir hospital overlap with Hospital Decentralization and Hospital Accreditation







DRAFT SUMMARY OF HEALTH INSURANCE TECHNICAL ASS STANCE (2004 to 2009)

OBJECTIVE: To increase health system efficiency and effectiveness by improving the analytical abilities of the Ministry of Health,
Higher Health Council and Health Insurance Directorate, in the areas of private sector contracting and budgetary projections.

Activity Summaries

Milestones
(2004 to 2009)

PHRplus Contributions
(2004 to 2005)

2009 Targets

1. Development of data analytical
capacity with the Health Insurance
Directorate (HID), Finance and
Accounting Department of the MOH,
and Technical Secretariat of Higher
Health Council (HHC)

Key personnel receive extensive
training in the following areas:

0 SPSS programming
data analysis
statistical modeling
health economics
expenditure analysis
technical report writing

O O0Oo0Oo0o

SPSS training of 10 to 15 key
personnel

Training of 10 to 15 personnel in
data analysis

Training of 15 to 20 personnel in
health economics and policy
analysis

Training of 15 to 20 personnel in
expenditure analysis and its use
for policy and planning

Key MOH, HID, HHC personnel
are skilled at data entry, data
analysis, and technical report
writing

Key personnel are able to fully
integrate health economics
decision making into the policy
process, with an emphasis on
expenditure estimations based
upon demographic changes

2. Health insurance benefits package
design and costing, to include
technical assistance for establishing
an essential drug list in Jordan

Key personnel receive extensive
training in the following areas:

0 health insurance benefits
package design
pharmacoeconomics
methods of cost analysis
cost-effective analysis
burden of disease
methodology and
estimations

O O oo

training of 10 to 15 personnel in
benefits package design
training of 10 to 15 personnel in
cost analysis, and cost
effectiveness analysis

training of 10 to 15 personnel in
burden of disease methodology
and estimations

provide research background that
will lead to the establishment of
an essential drug list in Jordan

Key personnel are able to design
and update CIP benefits, based
upon changing demographics
and estimated needs

Key personnel are able to
estimate the relative cost of
specific health care interventions
and their relative benefits to the
nation

An essential drug list is
developed for Jordan, and drug
formularies are implemented at
MOH hospitals and clinics

3. Estimation of budgetary needs

Key personnel receive extensive
training in the following areas:

o0 managerial and accounting
training in budgetary
design

0 public finance

0 budgetary simulations

training of 10 to 15 personnel in
managerial accounting and
budgetary design and simulations
training of 10 t 15 personnel in
public finance

Key personnel are able to better
manage day-to-day accounting
practices

Key personnel are more aware
of public sector budgetary
practices and budgetary
estimation procedures




DRAFT SUMMARY OF HOSPITAL ACCREDITATION TECHNICAL ASSISTANCE (2004 to 2009)

OBJECTIVE: To establish nationally and internationally recognized standards, of providing hospital services to the Jordanian
population, with the goal of enhancing the efficiency and quality to which services are provided to hospital patients in both the public

and private sectors

Activity Summaries

Milestones
(2004 to 2009)

PHRplus Contributions
(2004 to 2005)

2009 Targets

1. Development of a national
awareness of the hospital
accreditation process, its
organizational structures (e.g., the
Jordan Hospital Accreditation
Commission), implementation and
operational costs, as well as its policy
implications for Jordanian hospitals, in
both the public and private sectors

Key stakeholders are aware of
hospital accreditation, and its
phases of implementation

Key stakeholders are aware of
the costs of operating a hospital
accreditation system

Key stakeholders have assisted in
identifying, designing, and
estimating the budgetary needs of
establishing an "Hospital
Accreditation Commission" in
Jordan

Implementation of a national
workshop, quarterly Accreditation
Committee meetings, and the
production of quarterly
accreditation policy briefs
Training of key personnel that will
manage the accreditation process
in Jordan (e.g., HHC Accreditation
Committee)

Study tour to the US based Joint
Commission, the world premier
accreditation organization

Key stakeholders are fully
informed about the accreditation
process, and trained to lead its
implementation in Jordan

A Jordanian Hospital
Accreditation Commission has
been organized, staffed, trained
and its sources of funding have
been identified

The Accreditation Commission
(Body) is able to enroll its first set
of hospitals, beginning with the
voluntary participation of 6 public
or private sector facilities

2. Establishment of the performance
measurement system to be utilized for
the accreditation process

Performance indicators are
developed

A performance measurement
system has been designed and
adopted

Accreditation surveys have been
developed, as well as their
standards and procedures for
implementation

Training of 25 key personnel on
the design and implementation of
performance indicators and
performance measurement
systems

Training of 15 to 20 key personnel
on hospital accreditation survey
design and implementation

Key personnel are able to design
and implement a performance
measurement system for Jordan
Key personnel in the HHC, MOH
are able to design, and
implement hospital accreditation
surveys, as well as train
additional personnel for this task
as needed

3. Selection and preparation of pilot
hospitals for voluntary participation in
the accreditation process, to include
Al Bashir hospital as one of the pilot
facilities

6 pilot hospitals are selected for
participation in the hospital
accreditation process, and an
assessment of their policies and
procedures are conducted on 5 to
7 of their major departments

Selection of 3 public and 3 private
pilot hospitals

Survey and assessment of
existing policies and procedures
at the 6 hospitals has been
completed

Development of training plan for
personnel at the 6 pilot hospitals,
based upon the overall
assessment

Pilot hospitals are able to
estimate the total budget they will
need in order to conform to the
newly established performance
standards, as determined by the
Hospital Accreditation Body
Pilot hospitals apply for
membership in the Jordanian
Hospital Accreditation
Commission




DRAFT SUMMARY OF HOSPITAL DECENTRALIZATION TECHNICAL ASSISTANCE (2004 to 2009)

OBJECTIVE: To improve the managerial, administrative and overall operational efficiency of MOH hospitals.

Activity Summaries

Milestones
(2004 to 2009)

PHRplus Contributions
(2004 to 2005)

2009 Targets

1. Al Bashir Hospital, targeted
technical assistance in various areas
of capacity building. This intervention
will be conducted concurrently with
the Hospital Accreditation intervention
that Al Bashir Hospital will be a part
of

Key personnel receive extensive
training in the following areas:

0 management
accounting
procurement
medical records
computer Applications
English
customer service
public relations

OO0 O0OO0OO0OO0OOo

Management training for 35 to 40
key personnel

Medical record training of 35 to 40
key personnel

Customer service training of 50 to
60 key personnel

Computer applications for 30 to 35
personnel

Key personnel at Al Bashir
Hospital have enhanced their on
the job managerial skills

Key personnel are more efficient
at medical records keeping, and
processing, and are able to train
other employees in this area
Customer service at Al Bashir is
enhanced as determined by
ongoing patient satisfaction
surveys

Relevant personnel are proficient
in computer applications,
English, and accounting

2. Detailed hospital cost study
conducted at Al Bashir hospital

The total cost of producing hospital
services at Al Bashir hospital is
understood

Policies and procedural changes
are implemented as a result of the
combined cost study information
and Al Bashir's participation in the
hospital accreditation TA

Detailed cost study of Al Bashir
hospital is conducted
Recommendations for procedural
and cost savings changes based
upon cost study results

MOH is fully aware of the cost of
producing services at Al Bashir
hospital and is using the study
for projecting Al Bashir
expenditures, in order to better
budget for the facility's operation

3. Continued support for the current
hospital decentralization effort, to
include facilitating the selection of
additional facilities for expansion of
the activity. Also, expansion of the
Management Accounting System for
Hospitals (MASH) and the
pharmaceutical inventory applications
to additional facilities

Utilization Review (UR)
Committees established at pilot
hospitals, and an evaluation of
their referral systems is conducted
Revised MASH implemented at
pilot facilities, with plans for
expansion

Facilitation of training activities at
pilot hospitals, to include the
"Training of Trainers"

TA in the design and
implementation of UR Committees
Revision of MASH and its
implementation at 5 to 7 hospitals
Facilitation of training activities at
the pilot hospitals, to include on-
the-job training that is headed by
MOH Trainers

Pilot hospitals, and additional
institutions, are better able to
manage their patient flow,
admissions, and lengths of stay
Pilot hospitals are able to
manage and track their budgets
Hospital personnel trained in
finance, accounting, medical
records, management,
computers




